Poster Abstracts • OFID 2017:4 (Suppl 1) • S275 P = 0.6). Anti-Pseudomonal (PSA) DOT significantly declined in both NTH (-11%, P = 0.04) and TS (-22%, P = 0.02). No significant changes in mortality, length of stay, and 30-day readmission rates were observed for either group.
Background. Healthcare facilities without access to infectious diseases (ID) expertise may struggle to implement effective antibiotic stewardship programs. In August 2016, we launched a pilot project using the Veterans Affairs (VA) telehealth system to form a Videoconference Antimicrobial Stewardship Team (VAST) to connect a multidisciplinary team from a rural VA medical center with ID physicians at a remote site to support antibiotic stewardship. Here, we present preliminary outcomes summarizing antibiotic use at a rural VA medical center with 27 acute and 162 longterm care beds before and after the VAST implementation.
Methods. Weekly VAST meetings began in August 2016. Using VHA databases, we determined the agent days (number of days a patient received a particular agent), the antibiotic days (the number of days a patient received any antibiotic) and length of therapy. We compared the rates of agent days and antibiotics days per 1000 bed days of care (BDOC) in the pre-implementation (January 2016-July 2016) and post-implementation periods (September 2016 -March 2017 for acute and long-term care units.
Results. In acute care, agent days, antibiotic days and length of therapy did not change notably after VAST implementation (table). For long-term care, agent days decreased by 45%, antibiotic days by 42% and length of therapy by 37%. Also, the ratio of agent days to antibiotic days reveals that in acute care patients received on average 1.5 antibiotics (pre-and during the VAST) compared with 1.2 (pre-VAST) and 1.1 (during the VAST) in long-term care. Conclusion. Weekly multidisciplinary VAST meetings led to decreased rates of antibiotic use and length of therapy in the long-term but not acute care units of a rural VA medical center. Reasons for these differences may relate to the long-term care setting, which is an environment that permits active monitoring off antibiotics. Other possible reasons include differences in patient acuity and provider practice patterns.
Disclosures. October 5, 2017: 12:30 PM Background. Reducing inappropriate outpatient antibiotic use is an important national goal. A practical intervention with a relatively low barrier to implementation may be peer comparison of overall antibiotic prescribing rates.
Methods. Educational sessions were offered to all primary care providers (PCPs) at VA Pittsburgh. Subsequently, PCPs were sent monthly comparisons of their antibiotic prescribing rate, peer rates, and a system target. The intervention period of January-April 2017 was compared with a seasonal baseline of the same months in 2016. A random sample of prescriptions was reviewed for adherence to consensus guidelines.
Results. Educational sessions were attended by 50 (68.5%) PCPs. During the baseline period, 1,498 acute antibiotic prescriptions were written by 65 PCPs caring for 40,734 patients, compared with 1,131 prescriptions written by 73 PCPs caring for 41,185 patients during the intervention period (24.5% decrease, P < 0.0001). Azithromycin use decreased by 43.9% (442 vs. 248 prescriptions, P < 0.0001), and percentage overall decreased from 29.5% to 21.9%, P < 0.0001. Fluoroquinolone use decreased by 52% (148 vs. 71 prescriptions, P < 0.0001), and percentage overall decreased from 9.9% to 6.3%, P = 0.001. Among reviewed cases, inappropriate antibiotic prescribing decreased from 61.4% (62/101) to 40% (48/120), P = 0.002. No significant differences were observed in guideline-discordant agents (20.5% vs. 13.9%, P = 0.7) or guideline-concordant agents given for a guideline-discordant duration (36.8% vs. 37.1%, P = 0.8). Unnecessary antibiotic prescribing rates were numerically lower for upper respiratory infections (76.9% (30/39) vs. 63.8% (30/47), P = 0.2), urinary tract infections (40% (4/10) vs. 6.7% (1/15), P = 0.1), and COPD exacerbations (75% (6/8) vs. 16.7% (1/6), P = 0.1), and significantly lower for skin and soft-tissue infections (50% (9/18) vs. 7.1% (1/14), P = 0.02). Azithromycin and fluoroquinolones were frequently inappropriate in both periods (80.6% (29/36) vs. 70.8% (17/24) and 85.7% (6/7) vs. 75% (6/8), respectively).
Conclusion. In a primary care setting, initial education followed by monthly peer comparison of overall antibiotic prescribing rates reduced overall and inappropriate antibiotic prescribing.
Disclosures. All authors: No reported disclosures. Providing antimicrobial indications during prescribing can optimize infection-specific therapy through appropriate antimicrobial selection, dosing, and frequency. The Leapfrog group identifies this as a quality measure for their report card system. At Beth Israel Deaconess Medical Center (BIDMC), indication-based dosing has been incorporated in the computerized provider order entry (CPOE) system since 2006. At BIDMC, valacyclovir is only approved for the treatment of varicella zoster (VZV) infection or prophylaxis of solid organ transplant (SOT) patients at low risk for cytomegalovirus. These indications bypass the need for AST approval. Accuracy validation of the selected indications has not been formally performed.
Quality Assessment of Process Measures in Antimicrobial Stewardship
Methods. A retrospective chart review was performed in patients prescribed valacyclovir during an 8-month period in 2016. Electronic medical records, laboratory reports, and pharmacy records were reviewed to identify the suspected/confirmed infection. The primary outcome was the concordance rate of selected CPOE valacyclovir indication compared with suspected/confirmed infection at the time of ordering. The secondary outcome was the proportion of valacyclovir use per institutional protocol.
Results. Overall, 117 patients were included, with a median age of 57.9 years, 51 (43.6%) were male, and 4 (3.4%) were located in an intensive care unit. Fifty-nine orders (50.4%) selected VZV as the indication, followed by 21 orders (17.9%) for SOT prophylaxis. Of orders with any CPOE indication, only 59/101 (58.4%) were concordant with suspected/confirmed infection. Of the valacyclovir orders with a VZV indication, 37 (62.7%) were concordant. Of the orders with SOT prophylaxis indications, 5 (23.8%) were concordant. Furthermore, only 46 orders (39.3%) were per BIDMC-protocol.
Conclusion. Concordance of CPOE indication selection and suspected/confirmed infection for valacyclovir was low. Using CPOE to grant automatic prospective approval must be monitored and audited for accuracy if employed as an AST tool.
Disclosures. October 5, 2017: 12:30 PM Background. Hospitalists are critical partners in antimicrobial stewardship program (ASP) efforts to improve antimicrobial use, but limited data exists on the effectiveness of ASP-hospitalist collaboration. We performed a hospitalist-led quality improvement project with pharmacy collaboration to improve antimicrobial prescribing practices on general internal medicine teaching services at an urban academic medical center.
Methods. We conducted a 3-arm intervention study on internal medicine teaching services from September-December 2016. Three services received an educational (Ed) intervention consisting of an antibiotic rationale checklist, a templated progress note to promote trainee critical thinking about antibiotic management, and a pocket card with institutional guidelines. In addition, 1 team received twice weekly stewardship rounds with an infectious disease clinical pharmacist (Ed+ID-PharmDx2) while another team received 5x week stewardship rounds with a generalist clinical pharmacist (Ed+PharmDx5). The primary outcome was broad-spectrum antibiotic use calculated as days of therapy (DOT) per 1000 patient days compared with historical data from the corresponding months. Secondary outcomes included duration of inpatient therapy, antibiotic costs, length of stay, 30-day readmission, ICU transfer and in-hospital mortality.
Results. Broad-spectrum antibiotic use significantly decreased by 26% (415 vs. 306 DOT/1000 patient days) and 32% (425 vs. 287 DOT per 1000 patient days) on the Ed and Ed+PharmDx5 teams, respectively (P <0.01). Broad-spectrum use on the ED+ID-PharmDx2 team decreased by 9% but was not statistically significant. There was a significant improvement in median length of stay among patients receiving antibiotics for Ed only (-1.5 days; P < 0.001) and Ed+PharmDx5 (-1 day; P < 0.001) and no significant change in 30 day readmissions, ICU transfer and in-hospital mortality for any team. Direct antibiotic costs were reduced by $80,000 during the study period.
Conclusion. A hospitalist-led initiative to improve inpatient antimicrobial prescribing led to reductions in broad-spectrum antimicrobial use and reduced length of stay. ASPs should target hospitalists and pharmacists as partners in programmatic efforts to improve inpatient antimicrobial prescribing.
Disclosures. All authors: No reported disclosures. The objective of this analysis was to determine the impact of an ASP's prospective audit and feedback when PICCs are ordered for antibiotic therapy.
Peripherally Inserted Central Venous Catheters (PICCs): An Opportunity for Antimicrobial Stewardship
Methods. Pharmacists from the Antimicrobial Stewardship Program (ASP) and Nurses from the PICC team reviewed the electronic medical record of patients ordered a PICC for IV antibiotics to determine whether either antibiotic therapy could be changed to the oral route or if therapy was complete per current infectious disease treatment guidelines. If either alternative to the PICC was approved by the ASP physician, the medical team was contacted to discuss discontinuation of the PICC order as well as the antibiotic recommendation.
Results. From January 1, 2016 through March 30, 2017, placement of 35 PICCs was prevented through prospective Stewardship review of PICC orders indicated for antibiotic use. A total of 361 PICC days and 378 IV antibiotic days of therapy (DOT) were avoided. Antibiotic therapy was stopped for 6 patients; 27 patients were prescribed an oral antibiotic alternative including 9 patients who were receiving IV vancomycin.
For the 35 patients where a PICC was not placed, $8,700.00 to $10,380.00 was avoided in materials utilized for catheter placement and approximately 52 hours in IV nursing time was avoided for PICC placement. Additionally, approximately $14,400.00 in antibiotic expenditures was also avoided.
Conclusion. The opportunity exists for ASPs to reduce IV antibiotic DOT, avoid patient risk for CLABSI and reduce the cost of hospitalization and PICC nurse workload through screening PICC orders for IV antibiotic therapy.
Disclosures. All authors: No reported disclosures. Background. Surgical site infections are common causes of healthcare-associated infections. Using surgical antimicrobial prophylaxis (SAP) is a complex process that can reduce these rates if performed correctly. While antimicrobial stewardship programs have developed guidelines for SAP, there has been less focus on understanding and modifying the behavioral and contextual factors required to optimize prophylaxis use. We performed chart reviews and workflow analyses to develop interventions based on a theoretical framework to improve SAP use in two academic hospitals.
Developing Surgical Antimicrobial Prophylaxis Interventions Using
Methods. SAP use during a one month period (October 2016) was analyzed for orthopedic and general surgery procedures by chart review. The primary outcomes of interest included SAP choice, preoperative timing, intraoperative re-dosing, and postoperative continuation. Structured workflow analyses were performed to understand the processes involved in SAP ordering and administration. These findings were applied to the Theoretical Domains Framework (TDF) to develop theory-based interventions.
Results. We reviewed 88 orthopedic and 63 general surgery procedures. Adherence to institutional guidelines for prophylaxis choice was low in both orthopedic (55%) and general surgery (70%). For general surgery, preoperative timing was incorrect in 25% of cases, re-dosing for procedure duration was incorrect in 59% of cases, and re-dosing for blood loss was not routinely performed. Alternatively, for orthopedic surgery cefazolin was re-dosed too early, at a median of 93 minutes (n = 42), and postop antibiotic use was continued for 10 days in all 14 aseptic hip revisions. There was variation in practice patterns among orthopedic surgeons. Using TDF, we identified barriers among numerous theoretical domains for re-dosing (knowledge; memory, attention, and decision processes; environmental context and resources), choice of antibiotic and postoperative duration (knowledge; beliefs about consequences; emotion; social influences).
Conclusion. We identified suboptimal SAP use in two surgical services, each with distinct deficiencies. Performing in-depth chart reviews and workflow analyses characterized the specific behavioural and contextual barriers that require intervention.
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Background.
Opportunities exist for improving antimicrobial use in skilled nursing facilities (SNF). We evaluated the impact of a tertiary medical center partnering with local SNFs to improve appropriate diagnosis and antimicrobial utilization focused on management of suspected urinary tract infections (UTIs).
Methods. Using an existing collaboration between Cedars-Sinai Medical Center and 8 SNFs, we established a framework of antimicrobial stewardship principles related to UTI management as follows: Phase 1 (Jul-Dec 2015), baseline assessment; Phase 2 (January-Jun 2016), developed SNF-specific UTI treatment recommendations based on local resistance patterns; Phase 3 (Jul-Dec 2016), implemented tools to standardize UTI assessment, including SNF-specific treatment recommendations developed in Phase 2. Outcome assessments included antimicrobial utilization and prescribing consistent with treatment recommendations. Chi-squared and Student's t-test were used as appropriate.
Results. Aggregate data were available from 3 SNFs. Compared with baseline, implementation of the program was associated with a 20% reduction in monthly antimicrobial days of therapy (DOT) (181 to 144 DOT/1000 patient days, P = 0.04), including a 39% reduction in fluoroquinolone (FQ) DOT (37 to 22 DOT/1000 patient days, P = 0.002). Initiation of FQ orders declined by 41% (17 to 10 orders/month, P = 0.02). Following implementation, 60% of antimicrobial orders for UTI were consistent with SNF-specific UTI guideline recommendations. We continued to observe a high proportion of patients without UTI symptoms who received antimicrobials (72%).
Additional data were available from one facility. Initiation of antimicrobials at the SNF for UTIs decreased 29% (75 to 53 orders/month, P < 0.001), and SNF FQ orders for UTIs decreased 55% (11 to 5 orders/month, P = 0.005).
Conclusion. Hospitals and SNFs can partner to develop a successful antimicrobial stewardship program. Implementing facility-specific tools to guide appropriate management of suspected UTI was associated with a significant reduction in overall antimicrobial prescribing, particularly FQs. Opportunities to reduce overtreatment for asymptomatic bacteriuria remain.
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